Approximately 60 cases of tongue abscess have been reported in the English-language literature over the past 30 years. We report what we believe is the fi rst case of a glossal abscess that arose as a complication of tongue-base suspension surgery. Th e patient was a 31-year-old man who presented with a several-day history of odynophagia, tongue swelling, voice changes, and increased snoring. Two years earlier, he had undergone a tongue-base suspension procedure for the treatment of obstructive sleep apnea. Computed tomography (CT) revealed a tongue abscess. During peroral incision and drainage, a knotted 0 Prolene suture was discovered within the abscess cavity. Th e suture was removed, the area was thoroughly irrigated, the drain was placed in the abscess cavity, and the incision was loosely closed. On postoperative day 5, repeat CT revealed resolution of the abscess, and the patient was discharged on oral antibiotics. Although glossal abscess is very rare, physicians should consider it in the diff erential diagnosis of any patient who presents with lingual swelling following tongue-base suspension surgery.
Introduction
Abscess of the tongue is a very rare condition. Over the past 30 years, approximately 60 cases have been reported in the English-language literature. [1] [2] [3] Th e tongue is protected from infection by its thick keratinized epithelium, the density of its muscular compartments, its rich vasculature, and the bactericidal eff ects of saliva. 4 In this protected environment, even contaminated traumatic injury may not lead to infection or abscess. Other authors have noted that the continued presence of a foreign body in the tongue, such as jewelry placed through a tongue piercing, can lead to an abscess. 5 We present a case of tongue abscess that occurred as a delayed complication of tongue-base suspension surgery.
Case report
A thin, 31-year-old man with a history of obstructive sleep apnea and severe retrognathia returned to the emergency department with a several-day history of odynophagia, tongue swelling, voice changes, and increased snoring. Th e patient had fi rst been seen in the emergency department 5 days earlier with complaints of a sore throat and odynophagia. At that time, his white blood cell count was normal and a rapid strep test was negative, and he was discharged with a presumptive diagnosis of viral pharyngitis. His history was signifi cant for genial advancement and palatopharyngoplasty 13 years earlier. Additionally, 2 years prior to presentation, he had undergone a tongue-base suspension procedure that involved the use of a suture passer to convey a loop of nonabsorbable suture from the base of the tongue to a screw positioned at the genial tubercule.
Clinical examination revealed marked trismus, with an oral opening of only 2 cm. Other fi ndings included marked macroglossia and a tender, fi rm swelling of the fl oor of the mouth. Th e patient was afebrile. Computed tomography (CT) with contrast demonstrated a 4.3 × 2.1 × 2.8-cm abscess in the lingual genioglossus muscle (fi gure). Th e patient was given a single dose of diphenhydramine and started on ampicillin/sulbactam and dexamethasone. Due to impending airway compromise, he was taken to the operating room for incision and drainage of the tongue abscess.
Intraoperatively, an incision was made on the ventral aspect of the lingual tongue in the midline. Th e incision extended through the body of the lingual tongue and the fl oor of the mouth. Purulent fl uid was obtained and sent for culture, which revealed Streptococcus pyogenes.
reported in the English-language literature.
Patients with a tongue abscess have presented with complaints of pain, dysphagia, drooling, and/or otalgia; the duration of these signs and symptoms has ranged from 1 to 10 days. 9 In severe cases, patients have presented with upper airway obstruction requiring emergency tracheostomy. 7 Sonography may demonstrate a hypoechoic lesion surrounded by a hyperechoic ring; however, the use of sonography may not be possible if the patient experiences acute pain when pressure is applied to the abscessed tongue. 2 CT of the face and neck is more helpful in diagnosing tongue abscesses. Contrast enhancement is oft en necessary to diff erentiate an abscess from cellulitis; this distinction must be made because abscesses require incision and drainage. 11 Magnetic resonance imaging is not subject to the beam-hardening and dental amalgam artifacts seen on CT. On imaging, most abscesses present as cystic lesions surrounded by an enhancing capsule, while others present as solid masses that enhance diffusely or peripherally. 2 Within the abscess cavity, a knotted 0 Prolene suture was discovered. Th e suture was looped posteriorly into the tongue base and was no longer secured anteriorly. Th e suture was removed, and the area was thoroughly irrigated. A drain was placed in the abscess cavity, and the incision was loosely closed. Antibiotic and steroid therapy was continued. Th e patient was extubated on postoperative day 2. Over the 4 days following incision and drainage of the abscess, the edema of the fl oor of the mouth and lingual tongue diminished signifi cantly. Repeat CT with contrast confi rmed resolution of the tongue abscess. Th e patient was discharged on day 5 on clindamycin and amoxicillin/clavulanate.
One month aft er surgery, there was no evidence of infection or abscess, and the patient had normal tongue mobility.
Discussion
Even though the tongue is subject to numerous stresses and is immersed in the dense bacterial milieu of the oral cavity, tongue abscesses are exceedingly rare. 1, 6 When they have been reported, most cases occurred in developing countries, and the cause likely involved poor oral hygiene. Most aff ected patients have been between 30 and 50 years of age, and no predilection for either sex has been noted. 7 Most tongue abscesses originate from direct extension of infection, usually as the result of trauma. Trauma to the tongue can occur as a result of biting or penetration of a foreign body. 7 Tongue piercing and intraglossal injection of heroin have also been implicated in the etiology of these abscesses. 5, 8 Abscesses on the anterolateral portion of the tongue are usually caused by direct trauma. In the posterior third of the tongue, abscesses typically originate as a lingual tonsillar infection, an infected thyroglossal duct cyst, or an extension of an apical infection from a fi rst or second molar. 9 Our patient had a suture in the center of his abscess cavity, the residuum of a tongue-base suspension procedure that had been performed 2 years earlier to treat obstructive sleep apnea. During this type of procedure, a suture passer is used to pass a loop of nonabsorbable suture from the base of the tongue to a screw positioned at the genial tubercule. Th is action pulls the posterior tongue anteriorly. Th e known complications of this procedure include hematoma, damage to the Wharton duct, muffl ed speech, and osteomyelitis at the point of screw insertion in the mandible. 10 To the best of our knowledge, no case of tongue abscess resulting from a tongue-base suspension procedure has been previously Most tongue abscesses have been treated with incision and drainage followed by appropriate antibiotic therapy. Some authors have used aspiration alone followed by antibiotics; however, close follow-up is critical in such cases to look for possible airway compromise and disease recurrence. 4 Aspiration alone is not suffi cient therapy in cases in which an imbedded foreign body has served as a nidus of infection.
Empiric antibiotic therapy should be directed against streptococci and gram-negative anaerobes. Appropriate coverage can be attained either with a single antibiotic such as clindamycin or with a combination of ampicillin/clavulanate or penicillin plus clindamycin or metronidazole. No deaths associated with tongue abscess have been reported since the introduction of antibiotics. 9 
